Introduction Introduction
The incidence of complete Achilles tendon rupture is 18 per 100 000 patient-years 1 and is usually diagnosed clinically by GPs. The extent of clinical misdiagnosis is unknown in Norway, but may be high. 2 This is important as delayed treatment has unfavourable consequences. 1, 3 We report how a GP, with no clinical ultrasound experience, recorded images with a pocket-sized ultrasound device (PSUD) under supervision to confirm a complete Achilles tendon rupture. This could present a new indication for GP ultrasound.
Case report
A 36-year-old man experienced acute pain above the right heel accompanied by an audible snap while sprinting. He immediately had difficulty walking and 3 hours later consulted an on-call GP. Posterior ankle swelling with a tender depression 3 cm proximal to the calcaneum was found. Active plantar flexion against resistance was weak and Simmonds-Thompson test was 'partially positive' on applying a strong calf-squeeze. Based on these findings, calf muscle rupture was diagnosed as the Achilles tendon was thought to be intact. The patient was advised to elevate the foot and wait 2 weeks for improvement. Two days later a second GP, who was aware of a history of an audible snap, considered complete tendon rupture and reexamined the patient. Findings included an absent right heel raise due to weakness, minimal active plantar flexion against gravity and lying prone, significant right ankle swelling without bruising, and an altered angle of declination. Palpation elicited no ankle bony tenderness, yet a painful gap was identified 6 cm proximal from the calcaneal attachment, along the line of the Achilles tendon. Simmonds-Thompson's test was clearly positive. The positive Simmond's triad indicated a clinical diagnosis of complete rupture of the Achilles tendon. A 3.4-8 MHz linear array probe PSUD (VScanÔ dual probe, GE Healthcare), set at a depth of 3.5 cm, was used under the supervision of a rheumatologist experienced in ultrasound. The tendon was enlarged from 1 cm to 6 cm above the calcaneal insertion, where a clear gap was seen ( Figure 1) . Two hours later a radiologist-performed ultrasound (LOGIQ E9Ô, GE Healthcare) and reported an enlarged distal tendon and a complete rupture at 5-6 cm from the calcaneal attachment, creating a 2.7 cm blood-filled gap ( Figure 2 ). Surgical exploration 8 days post-injury found a complete Achilles tendon rupture '5-10 cm above the ankle joint'.
Discussion
Tromsø Hospital serves a large area with a population of approximately 160 000. Between 2010-2014 an average of 21 patients per year were referred by their GP for suspected Achilles rupture. 
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Introduction
Last summer our small medical team visited the Calais 'Jungle'. Since that time much has changed and the camp is being demolished and by the time this article is read, it will probably be long gone. Some youngsters are finally being brought to the UK under the 'Dubs' amendment. However, once this camp is cleared it will not solve the ongoing flight of refugees from war torn areas: other camps are already appearing.
July 2016
A young Afghan man caught his finger on a sharp point while trying to cross a barbed wire fence. The finger was partially degloved. He attended the local hospital, where they placed a few sutures, but now, 2 weeks later, the skin is necrotic and the underlying tissue looks infected. He is in danger of losing his finger. A middle-aged Sudanese man has been having rigors and is generally unwell. He says it is similar to when he last had malaria.
A young Ukrainian woman complains of lower back pain and urinary frequency. The paths of these three people may never have crossed; yet here they are, denizens of the Calais Jungle. They turn up to a makeshift primary care 'clinic' that we set up in the heart of the unofficial refugee camp one weekend in July 2016.
With only basic medical supplies, we are immediately challenged by what we see. How can we arrange secondary care for the young Afghan in danger of losing his finger? We try to persuade him to return to the original local hospital, but he is reluctant. It was not a good experience for him the first time round.
With the other two patients, it is easier. They can attend the Salam clinic run by a local association during weekdays. Later, we receive word that malaria has been confirmed in our Sudanese patient.
More people arrive, presenting with scabies, rat bites, tinea, chest infections, and wheezing from inhaling smoke from fires lit to cook and keep warm in their tents at night. We examine a severely malnourished 2-year-old boy. We meet several of the camp's 600 unaccompanied children, at grave risk of sexual exploitation. We learn that there is inadequate safeguarding in place to protect them. A young Eritrean man comes in worried about his eye. He has sustained direct ocular trauma from a rubber bullet, and will never see normally again out of that eye. We see haematomas from police batons, and hear about children being exposed to tear gas again and again (Figure 1) .
The reality
These are no ordinary patients. They have travelled far from home to escape war, poverty, and misery. They have endured personal odysseys to get here, experienced untold hardships, and suffered unimaginable privations. Many have survived the loss of their families, torture, and rape. Their journeys over, for the moment at least, they must make their homes in the Calais Jungle. Their new shelters are in many cases mere tarpaulin covers, and their new beds just rugs on the ground. They own next to nothing. There is little for them to do, besides use their ingenuity to cross the English Channel in search of a better life. They are vulnerable to exploitation, crime, injury, and disease. Potentially violent clashes with local police, with other ethnic groups resident in the Jungle, or local far Competing interests: The author declares that no competing interests exist.
The Canadian system of family medicine
In Canada, family physicians complete a family medicine residency programme at an accredited university postgraduate programme, such as McMaster University's Department of Family Medicine Programme. This occurs after they obtain a medical degree. Residency takes 2 years to complete and is based around the 'Triple C curriculum' in family medicine. 2 The three components of Triple C are: comprehensive education and patient care, and continuity of education and patient care, centred in family medicine. The curriculum is competency-based, using carefully designed curricular elements to achieve pre-stated desired outcomes. Material has been developed by the College of Family Physicians of Canada (CFPC) to assist residency programmes in identifying appropriate educational opportunities for their residents. Residents track and document the achievement of these competencies throughout their residency. To obtain these skills, residents will attend hospital and community practices, with an emphasis on being able to complete the certification exam from the CFPC. Canadian family physicians take on 'cradle-to-grave' care of their patients, although practice will differ in rural and urban areas. Rural practices will be more comprehensive, and may include emergency medicine, obstetrics, anaesthetics, or other areas of specialisation.
Big issues affecting health care and family medicine in Canada
There are some systemic issues and some more clinical issues that are paramount in Canadian family practice currently. Healthcare system issues concern what the optimal models for primary care provision might be, and how they should be remunerated. Although capitation payment systems have existed for a very long time in the UK, they are newer in Canada, and the older system of fee-for-service is still in evidence. Formation of large, interdisciplinary teams to care for groups of patients is Agarwal G. BJGP Open ; DOI: 10.3399/bjgpopen17X101301 1 of 2 PRACTICE & POLICY also a cutting-edge phenomenon. They may contain nurse practitioners, physician assistants, community paramedics, and other allied health staff. The concept of the walk-in clinic, for people to bypass their family doctor and get immediate and fast primary care, is somewhat controversial and political. Access to care and, in particular, differences in access to care between urban and rural areas are very much at the forefront of decisions that are made in health policies affecting primary care. Clinical issues in Canadian primary care that are all over the news include the legalisation of cannabis, and how family physicians will be involved in this and what the implications might be. Medical assistance in dying is also being discussed, as patients are making their wishes known, since recent legislation has legalised euthanasia across all Canadian provinces.
What and how can we learn from each other
Although both Canada and the UK are high income countries with many similarities, there is much to be learnt. Canadians have a well-developed continuing medical education system, including problem-based learning groups and other small-group education, that has been very well received and successful. Problem-based learning, as a method, originated in Canada, 3 and has spread to institutions around the world. However, Canadian family practice could learn mutually from the UK consultation models that are taught in vocational training. The ION aims to assist in the development of collaborative learning and projects between the UK and countries in which the RCGP's International and Overseas members practice. Canada has a fair number of Overseas MRCGP-holders. This network of people could be utilised to spread UK-based general practice methods to Canadian family medicine residents who, in turn, could impart their knowledge to UK GP trainees. It is a concept not yet capitalised on, but one that the ION hopes to take on, and is just one of the myriad of ideas that its founder members are bursting with.
